An otherwise healthy 50-year old male presented to the outpatient urology clinic for evaluation of a swollen left hemiscrotum. The initial presentation was painless but was beginning to interfere with the patient's enjoyment of daily activities. There was no history of trauma, sexually transmitted infection (STI), or acute testicular/scrotal pain. Examination revealed a large, firm left hemiscrotum. The left testicle was non-palpable due to the tense hydrocele sac. Transillumination was demonstrated. His right testicle was palpable and normal within a small right-sided hydrocele. There was no evidence of cellulitis or scrotal discoloration. The remainder of the physical exam was within normal limits. A routine preoperative scrotal ultrasound was performed revealing a large simple left hydrocele with normal vascular flow to the left testicle ( Figure 1) . A small right hydrocele was also detected with a normal right testicle.
infarct. These findings were communicated with the patient who ultimately consented to undergo semi-urgent scrotal exploration.
Under general anesthesia, a transverse scrotal incision was made. The dartos was incised with electrocautery then bluntly dissected away from the tunica vaginalis to avoid compromising its integrity. The tunica was delivered through the left hemiscrotum ( Figure 3 ). The tunica was under immense pressure and was very firm on exam. There was evidence of vasocongestion along the ventral aspect. The tunica vaginalis was then incised and serous fluid erupted under pressure. This was drained and the testicle was inspected. The testicle appeared healthy without evidence of compromised blood flow. A Jaboulay technique was performed and the hemiscrotum was closed.
Doppler ultrasonography was performed 14 days post-operatively ( Figure 4 ). There was restoration of equal blood flow to the testicles bilaterally. In follow-up this gentleman had complete resolution of his orchalgia without evidence of hydrocele recurrence.
Discussion
Hydroceles result from an abnormal collection of fluid between the visceral and parietal layers of the tunica vaginalis. They may be either congenital or acquired. Treatment is generally considered on an elective basis and is sought when the size impairs daily function, results in pain, or causes skin irritation to the scrotum or thigh.
There is evidence to suggest that hydroceles may effect both arterial and venous testicular blood flow. 3, 4 An increase in hydrocele volume causes an increase in intratesticular pressure. There is a point at which the intratesticular pressure surpasses the perfusion pressures of the testicular vasculature. This impediment is first seen in venous drainage, but can eventually lead to impaired arterial inflow. We found four such cases reported in the literature, and all four reported that normal blood flow was restored after hydrocelectomy. 2, [5] [6] [7] This rare phenomenon has been termed "tension hydrocele" and the mechanics are analogous to a compartment syndrome. Zawaideh et al. speculate that the acute pain that accompanies such phenomena is a combination of the duration of the hydrocele and the acute change in intratesticular pressure, though the contribution of each factor is unknown. 8 To our knowledge, this is the first case report with radiographic evidence of previously normal testicular perfusion that became impaired with increased hydrocele size. We were also able to demonstrate resolution post-surgery. Due to the lack of evidence supporting other acute scrotal or testicular pathology and the radiographic findings that correlated with the patient's clinical presentation, we conclude that such symptoms were in fact caused by an acute tension hydrocele. Fig. 1 . Elective Doppler ultrasonography of the left testicle displaying normal perfusion. 
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